
TITLE 172 VERSION 1
CHAPTER 5 HEALTH AND HUMAN SERVICES

REGULATION AND LICENSURE
DIVISION OF INVESTIGATION

P.O.BOX 95164
LINCOLN, NEBRASKA 68509-5164

HEALTH CARE PROFESSIONAL SELF-REPORTING ADVERSE ACTION

Section 1:  IDENTIFYING INFORMATION - Complete all items.

Name:  _________________________________________________   Telephone No:           
        (First)        (M.I.)             (Last)

   Social Security No:             
(OPTIONAL-see back for instructions)

Work Address:  _________________________________________
   Date of Birth:             

        ________________________________________________
    (City)                         (State)   (Zip)

List the field and number for each Nebraska license, certificate or registration held:

License Field License Number

                                    
                                    
                                    

Enter Controlled Substances Registration Number, if any:

   Federal No:                      Nebraska No:                   

Section 2:  ACTION BEING REPORTED- Complete all items in Parts A through F that apply.
  If additional space is needed, please attach pages to this form.

Part A - PRIVILEGES

1. Indicate the type of action affecting your privileges:

___ Loss of Privileges
___ Resignation from Medical Staff
___ Voluntary Limitation of Privileges

2. Specify the reason(s) for the action by entering the applicable code(s) from
the attached Reporting Codes Sheet:                                        

3. Enter the date of the action:                        

4. Enter the effective dates of the action:  From               to            

5. Describe the act(s), omission(s) or other reasons which lead to the action
against your privileges:                                                   
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6. Enter the date(s) when the act(s), omission(s) or other reasons occurred:

                                                                           

7. State where the act(s), omission(s) or other reasons occurred:

Location Name:                                                             

      Address:                                                             

                                                            

 Telephone No:                                     

8. List all patients, clients, or other persons who were the subject(s) of the
act(s), omission(s), or conduct which lead to action affecting privileges:

Patient Name/Number  Address Telephone #

9. Specify the facility that took the action:

   Name:                                                

Address:                                                

                                              

     Telephone No:                                     

Part B - EMPLOYMENT

1. Indicate the reason(s) for your loss of employment by checking the item(s)
that follow:

Loss of Employment due to alleged:

a. ___ Incompetence c.  ___ Unethical or unprofessional
     conduct

b. ___ Negligence d.  ___ Impairment:  ___ Physical
 ___ Mental       ___ Chemical

2. Enter the date of action:                          

3. Enter the effective dates of the action:  From               to            

4. Describe the act(s) or omission(s) which lead to your loss of employment:  
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5. Enter the date(s) the act(s) or omission(s) occurred:                      

6. Specify where the act(s) or omission(s) occurred:

Location Name:                                                             

      Address:                                                             

                                                            

 Telephone No:                                     

7. List patients involved in the act(s) or omission(s):

Patient Name/Number  Address Telephone #

Part C - PROFESSIONAL LIABILITY CLAIMS

1. Indicate the type of malpractice action taken by checking the item(s) that
follow:

a. ___ Judgment
b. ___ Settlement
c. ___ Award

2. Indicate the type of adverse action affecting your insurance coverage by
checking the item(s) that follow:

___ Denial of Coverage ___ Modifying Coverage
___ Refusal to Renew Coverage ___ Rate/Premium Increase
___ Cancellation of Coverage ___ Other (Specify):                    
___ Limitation of Coverage                                         

3. Describe the act(s) or omission(s) which lead to the Judgment, Settlement or
Award; or changes made to your professional liability coverage:            

4. Enter the date(s) of the act(s) or omission(s) which lead to the Judgment,
Settlement, or Award; or changes made to your professional liability
coverage:__________________________________________________________                    

5. Enter the date(s) of the adverse action(s) affecting your professional
liability coverage:                                      ; or the date(s) of

the Judgment, Settlement, or Award:                                   .
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6. Specify where the act(s) or omission(s) occurred:

Location Name:                                                             

      Address:                                                             

                                                            

 Telephone No:                                     

7. List all patients/clients for whom or for whose behalf payment was made:

Name Address Telephone #

8. Amount Paid:  $              Date of Payment:                        

Name of Insurance Company making payment:

   Name:                                                 

Address:                                                 

                                                    

9. When payment results from a court action or claim having been filed with a
court or other adjudicative body, complete the following items:

a.   Name of court or adjudicative body:                                   

b.   Address:                                          

                                             

c.   Case No:                  Date of Action (if any):                

Part D - AUTHORIZATION TO PRACTICE

1. Indicate the type of action(s) taken against your license, certificate, or
registration by checking the item(s) that apply:

___ Denial of license/certification/registration
___ Disciplinary Action against license/certification/registration
___ Settlement of Disciplinary Action
___ Voluntary Surrender of license/certification/registration
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2. Indicate the reason(s) for the action against your license/certification/
registration by checking the item(s) that apply:

a. ___ Incompetence c.  ___ Unethical or unprofessional
     conduct

b. ___ Negligence d.  ___ Impairment:  ___ Physical
 ___ Mental       ___ Chemical

3. Enter the date(s) action taken:                              



4. Enter the effective dates of the action:  From              to           

5. Identify the license(s) against which the action was taken:

License No: Field

6. Describe the nature of the action and any terms and conditions that were
imposed:                                                                   

7. Specify the board or entity that took the action:

   Name:                                                                   

Address:                                                                   

                                                                           

Telephone No:                                     

Part E - MEMBERSHIP IN PROFESSIONAL ASSOCIATIONS

1. Indicate the reason(s) for your loss of membership by checking the item(s)
that apply:

a. ___ Incompetence c.  ___ Unethical or unprofessional
     conduct

b. ___ Negligence d.  ___ Impairment:  ___ Physical
 ___ Mental       ___ Chemical

2. Describe the events which lead to your loss of membership in the
association:                                                               

3. Specify the date(s) when these events occurred:                           

4. Specify where these events occurred:

Name:                                                

Address:                                             

                                           

5. Specify how these events occurred:                                         



7. Specify the association that took the action:

        Name:                                                             

     Address:                                                             

                                                                          

Telephone No:                                     

8. Enter the date(s) action taken:                                  

9. Enter the effective dates of the action:  From              to             

Part F - CONVICTIONS

1. Enter the name of the crime of which you were convicted:                   

                                                                           

2. Was this conviction classified as:  ___ Felony   ___ Misdemeanor

___ Other (Specify):                                              

3. Enter the date of the conviction:                             

4. Specify the court or other adjudicative body which rendered the conviction:

   Name:                                                     

Address:                                                     

                                                     

6. List all patients or clients who were involved, if applicable:

Patient Name/Number  Address Telephone #
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5. Enter the case number:                                

6. Specify the sentence imposed and all its terms and conditions:             

     

7. Specify the length of sentence:                                    

8. Is the conviction under appeal?  ___ Yes     ___ No.  If yes, specify the
following:

Name of Court:                                                

Court Address:                                                

                                               

Case Number:                                 

Date Appeal Filed:                           

Section 3:  AFFIDAVIT - All persons must have this Section completed.

STATE OF                          )

    ) ss

COUNTY OF                         )

BEFORE ME personally appeared                               who, being first duly
sworn, deposes and says that s/he is the person making the self-report above and that
the information she has given in such report is true and correct to the best of
her/his knowledge and belief.

FURTHER AFFIANT SAITH NOT.

SWORN TO AND SUBSCRIBED before me on this      day of                    , 19   .

S  E  A  L                                              
Notary Public



Instructions for reporting your Social Security Number: 

The disclosure of your social security number is voluntary and failure to provide the
number will not subject you to penalty.  The purpose for the request is to assist in
distinguishing between persons who have the same or similar names for the Department's
recordkeeping and implementation of Neb. Rev. Stat. ∋ 71-168(4)(c) and 172 NAC 5, which
require you to file a report with the Department when certain adverse actions or
events occur.  The report you file is subject to review by the licensing board for
your profession and by Department and Attorney General staffs for purposes of
enforcement of Nebraska licensing laws.  Information is otherwise confidential and
made available according to Neb. Rev. Stat. ∋ 71-168.01 in the same manner as
complaints and investigative files of the Department or as may otherwise be provided
by law.
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